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Abstract
Background: In a research context, self-management solutions, which may range from simple book diaries to
complex telehealth packages, designed to facilitate patients in managing their long-term conditions, have often
shown cost-effectiveness, but their implementation in practice has frequently been challenging.
Methods: We conducted an interpretive qualitative synthesis of relevant articles identified through systematic
searches of bibliographic databases in July 2014. We searched PubMed (Medline/NLM), Web of Science, LISTA
(EBSCO), CINAHL, Embase and PsycINFO. Coding and analysis was inductive, using the framework method to code
and to categorise themes. We took a sensemaking approach to the interpretation of findings.
Results: Fifty-eight articles were selected for synthesis. Results showed that during adoption, factors identified as
facilitators by some were experienced as barriers by others, and facilitators could change to barriers for the same
adopter, depending on how adopters rationalise the solutions within their context when making decisions about
(retaining) adoption. Sometimes, when adopters saw and experienced benefits of a solution, they continued using
the solution but changed their minds when they could no longer see the benefits. Thus, adopters placed a positive
value on the solution if they could constructively rationalise it (which increased adoption) and attached a negative
rationale (decreasing adoption) if the solution did not meet their expectations. Key factors that influenced the way
adopters rationalised the solutions consisted of costs and the added value of the solution to them and moral,
social, motivational and cultural factors.
Conclusions: Considering ‘barriers’ and ‘facilitators’ for implementation may be too simplistic. Implementers could
instead iteratively re-evaluate how potential facilitators and barriers are being experienced by adopters throughout
the implementation process, to help adopters to retain constructive evaluations of the solution. Implementers need
to pay attention to factors including (a) cost: how much resource will the intervention cost the patient or
professional; (b) moral: to what extent will people adhere because they want to be ‘good’ patients and
professionals; (c) social: the expectations of patients and professionals regarding the interactive support they will
receive; (d) motivational: motivations to engage with the intervention and (e) cultural: how patients and
professionals learn and integrate new skills into their daily routines, practices and cultures.
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Introduction
Self-management (SM) of chronic disease, where pa-
tients manage their illness independently but with the
support of health care professionals, has been shown to
be cost-effective in a range of conditions [1–3]. SM has
therefore become the focus of national healthcare po-
lices including the UK’s expert patient programme [4]
and many care interventions [5–7]. Hence, there is a
strong attention on the implementation and adoption of
SM solutions, which can range from keeping a diary of
activities using notebooks to a complex telehealth sys-
tem. Key foundations of SM include (a) patients’ capabil-
ity to engage with certain material innovations which
may include documented protocols, guides and instruc-
tions, electronic devices and diaries; (b) patients’ effect-
ive engagement with healthcare professionals, peers and
family for support and (c) clinicians’ effective promotion
of SM practices to patients [8–10].
Whilst self-management solutions have shown benefit
in academic evaluations, they have been challenging to
implement. Self-management studies have sought to
understand the reasons for implementation challenges
from perspectives such as those of patients, professionals
or health systems along with disease specific issues
[11–14]. Comprehensive literature reviews and ori-
ginal studies on implementation in the wider health-
care literature have also sought to understand factors
that contribute to successful implementation [15–19].
Many of these studies have drawn conclusions about
the critical ‘barriers’ and ‘facilitators’ to implementa-
tion. Despite awareness of these, many solutions still
fail in their uptake, adoption and diffusion [15, 20].
Clearly, the identification of such factors alone has
not been sufficient. This study therefore focussed on
reviewing and conducting an interpretive analysis of
the literature regarding experiences of people adopt-
ing any self-management solution. In examining the
contextual factors and specifically how stakeholders
interpreted and evaluated the solutions, we applied a
theoretical framework of ‘sensemaking’.
Sensemaking is an ongoing process of how people ra-
tionalise connections between themselves, events and
places and is argued keeps cognition and action together
[21–23]. Weick, Sutcliffe and Obstfeld [23] identify that
sensemaking has seven characteristics, which include
sensemaking organises flux; starts with bracketing; is
guided by mental models; is about labelling and categor-
ising; is retrospective, social and systemic and is about
action and organising through communication. The
process is iterative and is treated as a cycle rather than a
linear sequence of actions. Key activities of sensemaking
include noticing and bracketing, which happens when
changes to flows of experiences occur and when people
isolate the changes for closer attention to rationalise
them [23]. Kolko terms this type of rationalisation ‘fram-
ing’ and described it as a point of view shaped over a
long-term aggregation of thoughts and experiences [24].
Hence, the role of context, which involves factors or
mechanisms influencing rationalisation, is important in
the sensemaking process [25].
Using this perspective of sensemaking as our theoret-
ical framework, we were not only concerned with what
was explicitly stated as barriers and facilitators to adop-
tion but why stakeholders decided in favour or against a




This was a qualitative synthesis with an interpretive ap-
proach aiming to examine current knowledge by analysing
previously published qualitative studies of stakeholder ex-
perience. The interpretive approach is usually inductive
with the aim to develop a new concept or theory [26, 27].
In our interpretive approach, we drew on the framework
synthesis method [28, 29]. In brief, this involved a system-
atic search for relevant publications, developing an initial
coding framework based on the study aim, using an in-
ductive approach to coding, whereby we developed new
codes and categories in the framework as new factors were
identified, interpreting the codes and categories for trans-
lation into themes, which were synthesised to aggregate
findings, applying a sensemaking lens to further probe
findings and to identify contexts within which SM solu-
tions worked or did not.
Data collection
We searched bibliographic databases and search engines:
PubMed (Medline/NLM), Web of Science, LISTA
(EBSCO), CINAHL, Embase and PsycINFO in July 2014
using a strategy aiming to capture studies reporting
stakeholder experiences on the adoption or implementa-
tion of self-management interventions. Since self-
management is an ambiguous term, the search strategy
adopted multiple approaches using the following key
search terms: self-management, chronic disease, adop-
tion and implementation and key study design filters:
‘self-care’ and ‘self-monitoring’ to cross-check research
results. We excluded systematic reviews and meta-
analyses and intervention studies such as randomised
controlled trials if they did not include any study of
stakeholders’ experiences of the trial adoption, articles
for which full text was not available, theory-based arti-
cles, and non-English language articles. We restricted
our search to a five and a half year period (2009 to July
2014 considering this to be sufficient for the study aim
similar to other qualitative syntheses [30].
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An information specialist (NR) conducted the princi-
pal search with additional searching including forward
citation and snowballing undertaken (JH).
This strategy identified 11,266 publications. This num-
ber was reduced to 4742 after removal of duplicates,
non-English articles, excluded studies and articles with-
out full-text. The 4742 articles were filtered and
screened for eligibility using the following search terms:
experiences, implementation and adoption. From this,
124 articles were selected and screened individually to
determine whether they were directly reporting stake-
holder experiences of an intervention and 58 publications
were selected to be included in our analysis [8, 9, 31–84].
Figure 1 shows our systematic search process.
Data analysis and synthesis
The PDFs of included articles were downloaded into
NVivo 10 and were coded and analysed inductively using
the framework method described in Gale et al. [28]. In
brief, this consisted of coding text from the publications
as data into categories using Nvivo 10 Framework
matrix and then developing interpretive concepts
(themes) from the categories. JH conducted data
extraction and coding. The coding framework was devel-
oped based on the study aim [85]; hence, we coded and
analysed how self-management was described in the
publications, barriers or facilitators to adoption, nature
and context of the solutions, health conditions ad-
dressed, stakeholders and the conclusion points of the
articles. Although new themes did not emerge after
reviewing and coding three and a half years’ worth of
publications (43 publications from 2011–2014 inclusive),
coding and analysis continued to cover publication years
2009 and 2010 to ensure saturation was reached. The
coding process and themes were reviewed by JP, and this
included having access to, and checking the search strat-
egy and results, the coding framework, resulting themes
and the framework matrix. Each member of the team
also had access to the framework matrix to check the
codes and categories. Team members met to critically
discuss results and the organisation of the paper.
Included articles reported 1300 semi-structured inter-
views (lasting from 30 to 90 min), 60 focus groups and
4700 survey responses. Other methods employed in the
articles included ethnographic data analysis such as ex-
tended field notes from observations and shadowing,
Fig. 1 PRISMA flow diagram of search strategy used in the study
Harvey et al. Implementation Science  (2015) 10:159 Page 3 of 15
home visit field notes, chronic disease diaries, cultural
probes, story sharing groups, case reflections, expert re-
flections, document analyses and enrolment logs with
stakeholder comments. Data from these methods were
collected from several perspectives including those of
‘patients’ such as expert patients, carers and patients’
families; ‘Health Care Professionals (HCPs)’ such as doc-
tors, nurses, physiotherapists, medical assistants and
psychotherapists and ‘managers’ such as programme (or
trial) leaders, healthcare champions and policymakers
(Table 1).
Translating themes into aggregated findings
Themes were summarised into findings of what were
identified as barriers and facilitators in the stakeholder
groups. The studies identified many barriers and facil-
itators to adoption at individual and organisational
levels most of which have been identified in other re-
views [19, 86–92]. A deeper, more theoretical oriented
analysis was then undertaken.
Applying the sensemaking lens
A theoretical lens of sensemaking was used to analyse
what were explicitly stated as barriers and facilitators in
the studies and why they were put into these categories.
To investigate the rationale behind stakeholder experi-
ences as either facilitating or hindering, we analysed
how adopters interpreted the solutions in relation to
their daily lives by using author interpretation of the
studies and direct quotes from participants in the arti-
cles. For context, we compared articles on similar solu-
tions such as those for hypertension, diabetes, assistive
technologies for multimorbid conditions and old age,
stroke and self-management support. Using this analyt-
ical framework revealed that facilitators can also hinder
adoption because adopters placed different values on
what constituted a facilitator. In other words, one per-
son’s facilitator may be another person’s barrier, and this
appeared to be determined by how the solution was
framed by the adopter in terms of value. Kolko describes
framing as a point of view shaped over a long-term ag-
gregation of thoughts and experiences [24].
In the following, we discuss results in the context of
barriers and facilitators identified in the literatures from
the perspectives of three stakeholder groups; we then
discuss how adopters made sense of the solutions and
how this appeared to influence uptake.
Results and discussion
Barriers and facilitators in the stakeholder groups
Patients
This group includes patients (including expert patients
and user groups), their carers and families. In the litera-
tures, patients used SM solutions to manage their
conditions by engaging in activities such as setting goals,
monitoring their condition and adjusting medication.
From the patient perspective, factors influencing adop-
tion of these solutions included knowledge of their con-
dition [10, 11, 31, 35, 36, 38, 45, 50, 58, 62, 72, 82], their
capability to comprehend and operate the solutions,
their ability to embed or customise solutions into daily
practices [33, 39, 41, 44, 46, 56, 57, 69], visible effect of
the solution [10, 43, 66, 67, 74], cost and quality of the
solutions and their effectiveness to manage the condition
such as sending accurate readings [33, 35, 45, 52, 61,
70, 71, 79], family and healthcare professional support
[9, 39, 40, 50–53, 58, 75], the need for motivational
factors [35, 41, 45] and their ability to make decisions
on adjusting medication independently [61, 79].
Healthcare professionals
This group consists of individuals and groups of clini-
cians such as doctors, nurses, physiotherapists, medical
assistants and psychotherapists. In the literatures, HCPs
used SM solutions to support patients’ management of
their conditions such as reviewing the patient’s condition
and feed back to them on their progress, providing sup-
port in goal setting and giving advice on medication dos-
age adjustment. In these tasks, HCPs, similar to patients,
had to adopt a range of ‘technical’ and non-technical de-
vices and processes into clinical practice. Factors influ-
encing HCPs’ adoption included evidence that the
solution works [14, 60], the solution’s alignment with
goals of the organisation within which the HCP worked
[37, 42, 68, 75], the integration of the solution into exist-
ing systems and practices [31, 32, 44, 60, 68], adaptabil-
ity of the solution to learning and incorporating change
[14, 33, 42, 51, 60, 68], transfer of decision-making
power to patients and the effect of the solution on
patient-doctor relationship [37, 49, 68, 71], time and re-
source constraints [54, 78], incentives and motivation to
use the solution [14, 71], how the solution is pro-
moted to the organisation within which the HCP
worked [14, 51, 71, 75], HCPs’ appraisal of level of
patient skill and interest in the solution [42, 71, 80]
and adaptability of the solution to current roles and
responsibilities [14, 32, 44, 49, 60, 68].
Managers
This group is made up of different levels of managers
such as trial and intervention programme leaders,
healthcare champions, policymakers and other managers
with day-to-day responsibility of the trial or intervention.
Murray and colleagues called this group implementers
[15], and although we do not dispute this term, we will
use ‘managers’ to describe this collection of stakeholders.
In the literatures, managers were charged with respon-
sibly delivering the solution to intended users on time
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Table 1 Publications included in the synthesis
Journal title First author:
year of
publication
Health condition Country of study
From dictatorship to a reluctant democracy:
stroke therapists talking about self-management.
Norris M: 2014 Stroke UK
Implementing home blood glucose and blood
pressure telemonitoring in primary care practices
for patients with diabetes: lessons learned.
Koopman
RJ: 2014
Type 2 diabetes USA
Integrating a tailored e-health self-management
application for chronic obstructive pulmonary




Barriers and facilitators to self-monitoring of blood
glucose in people with type 2 diabetes using
insulin: a qualitative study.
Ong WM: 2014 Type 2 diabetes Malaysia
Faith wellness collaboration: a community-based
approach to address Type II diabetes disparities in
an African-American community.
Austin SA: 2014 Type 2 diabetes USA
Why less may be more: a mixed methods study of
the work and relatedness of ‘weak ties’ in supporting
long-term condition self-management.
Rogers A: 2014 Chronic cardiac disease England: UK
What matters to older people with assisted living
needs? A phenomenological analysis of the use
and non-use of telehealth and telecare.
Greenhalgh
T: 2013
Multi-morbidity—old age London and Manchester: UK
Barriers and facilitators to diabetes self-management:
perspectives of older community dwellers and health
professionals in China.
Shen H: 2013 Type 2 diabetes China
Does telemonitoring in heart failure empower
patients for self-care? A qualitative study.
Riley J: 2013 Heart failure West London: UK
Home telehealth: facilitators, barriers, and impact of
nurse support among high-risk dialysis patients.
Minatodani
DE: 2013
End-stage renal disease Hawaii
‘It is not going to change his life but it has picked
him up’: a qualitative study of perspectives on long
term oxygen therapy for people with chronic
obstructive pulmonary disease.
Goldbart J: 2013 Long-term oxygen therapy England: UK
Experiences of patients and professionals
participating in the HITS home blood pressure
telemonitoring trial: a qualitative study.
Hanley J: 2013 Blood pressure Scotland: UK
2-year follow-up to STeP trial shows sustainability
of structured self-monitoring of blood glucose
utilization: results from the STeP practice logistics
and usability survey (STeP PLUS).
Friedman K: 2013 Type 2 diabetes USA
Is Europe putting theory into practice? A qualitative
study of the level of self-management support in
chronic care management approaches.
Elissen A: 2013 Various chronic conditions: cancer,
cardiovascular disease, chronic
respiratory illness, diabetes etc.
Austria, Denmark, England, Estonia,
France, Germany, Hungary, Latvia,
Lithuania, Italy, The Netherlands, Spain
and Switzerland
Self-care in primary care: findings from a longitudinal
comparison study.
Bagnall AM: 2013 Practice-based intervention UK
GP support for self-care: the views of people
experiencing long-term back pain.
MacKichan
F: 2013
Long-term back pain UK
Technology as system innovation: a key informant
interview study of the application of the diffusion




Internet-enabled pulmonary rehabilitation and
diabetes education in group settings at home:
a preliminary study of patient acceptability.
Burkow PM: 2013 COPD diabetes Norway
Spanning boundaries into remote communities:
an exploration of experiences with telehealth
chronic disease self-management programs in
rural Northern Ontario, Canada.
Guilcher SJ: 2013 Various: chronic lung disease,
heart disease, stroke, arthritis
Canada
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Table 1 Publications included in the synthesis (Continued)
What happens when patients know more than
their doctors? Experiences of health interactions
after diabetes patient education: a qualitative
patient-led study.
Snow R: 2013 Types 1 and 2 diabetes UK
Exploring telemonitoring and self-management
by patients with chronic obstructive pulmonary





Care networking: a study of technical mediations
in a home telecare service.
Correa G: 2013 Multi-morbidity—old age Spain
Harnessing different motivational frames via mobile
phones to promote daily physical activity and
reduce sedentary behavior in aging adults.
King AC: 2013 Sedentary behaviour USA
‘Getting the balance between encouragement
and taking over’: reflections on using a new
stroke self-management programme.
Jones F: 2013 Stroke UK
Patients’ use of self-monitored readings for
managing everyday life with COPD: a qualitative
study.
Huniche L: 2013 COPD Denmark
Ethical implications of home telecare for older
people: a framework derived from a multisited
participative study.
Mort M: 2013 Multi-morbid England, Norway,The
Netherlands, Spain
Patients’ experiences of shared decision making
in primary care practices in the United Kingdom.
Fulwood C: 2013 Diabetes, COPD, IBS UK
Chronic disease self-management and health
literacy in four ethnic groups.
Shaw SJ: 2012 Various chronic conditions USA
Remote participants’ experiences with a group-
based stroke self-management program using
videoconference technology.
Taylor DM: 2012 Stroke Canada
Patients’ experiences of self-monitoring blood
pressure and self-titration of medication: the
TASMINH2 trial qualitative study.
Jones MI: 2012 Blood pressure, hypertension UK
An organisational analysis of the implementation
of telecare and telehealth: the whole systems
demonstrator.
Hendy J: 2012 Multi-morbidities Cornwall, Kent, Newhall: UK
Factors affecting acceptability and usability
of technological approaches to diabetes
self-management: a case study.
Vuong AM: 2012 Diabetes USA
Diabetes connect: an evaluation of patient adoption
and engagement in a web-based remote glucose
monitoring program.
Jethwani K: 2012 Diabetes USA
Supporting health behaviour change in chronic
obstructive pulmonary disease with telephone
health-mentoring: insights from a qualitative study.
Walter JA: 2012 COPD
Mental health and relational self-management
experiences of patients with type 2 diabetes
and stage 3 chronic kidney disease.
Sakraida TJ: 2012 Type 2 diabetes and stage 3
chronic kidney disease
USA
Self-management experiences among men and
women with type 2 diabetes mellitus: a qualitative
analysis.
Mathew R: 2012 Type 2 diabetes Toronto: Canada
Perceptions of effective self-care support for children
and young people with long-term conditions.
Kirk S: 2012 Various chronic conditions UK
One step at a time: self-management and
transitions among women with ovarian cancer.
Schulman-
Green D: 2012
Ovarian cancer Connecticut, USA
Perspectives of patients with type 1 or insulin-
treated type 2 diabetes on self-monitoring
ofblood glucose: a qualitative study.
Hortensius J: 2012 Type 1 diabetes Type 2 diabetes The Netherlands
Carolan M: 2012 Gestational diabetes Australia
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and within budget and had tasks such as working with
solution designers and developers, consulting with user
groups, promoting the solution to users and document-
ing the effectiveness of the solutions. Along with Murray
et al who described ‘implementers’ as a previously
under-studied group [15], we also found that there is
still very little literature on managers’ experiences. Fac-
tors affecting implementation included ability to deliver
intended benefits of the solution, engaging effectively
with business models, sustainable funding and resources,
creating effective policies such as making adoption
mandatory for HCPs, compatible commissions process
Table 1 Publications included in the synthesis (Continued)
Women’s experiences of factors that facilitate or
inhibit gestational diabetes self-management.
Social organization of self-management support of
persons with diabetes: A health systems comparison.
Schiotz M: 2012 Diabetes USA, Denmark
Exploring barriers to participation and adoption of
telehealth and telecare within the Whole System
Demonstrator trial: a qualitative study.
Sander C: 2012 Diabetes, COPD, heart failure,
social care needs
Cornwall, Kent, Newham: UK
Self-care agency and perceived health among
people using advanced medical technology at
home.
Fex A: 2012 Diabetes, hypoxia, kidney
disease, COPD, hypertension
Sweden
Factors affecting home care patients’ acceptance
of a web-based interactive self-management
technology.
Calvin KL: 2011 Chronic cardiac disease USA
What motivates Australian health service users
with chronic illness to engage in self-management
behaviour?
Jowsey T: 2011 COPD, diabetes, chronic
heart failure
Australia
Why do GPs hesitate to refer diabetes patients to
a self-management education program: a qualitative
study.
Sunaert P: 2011 Type 2 diabetes Belgium
Integrating telecare for chronic disease management
in the community: what needs to be done?
May CR: 2011 Various conditions including
COPD
UK
Storylines of self-management: narratives of people
with diabetes from a multiethnic inner city.
Greenhalgh T:
2011
Diabetes (not specified type) UK
Self-monitoring technologies for type 2 diabetes
and the prevention of cardiovascular complications:
perspectives from end users.
Chudyk A: 2011 Type 2 diabetes London, Ontario, Canada
Participants’ perceptions of the factors that influence
diabetes self-management following a structured
education (DAFNE) programme.
Murphy K: 2011 Type 1 diabetes Ireland





Determining clinical and psychological benefits and
barriers with continuous glucose monitoring therapy.
Halford J: 2010 Diabetes type 1 Idaho Falls, USA
Technology enhanced practice for patients with
chronic cardiac disease Home Implementation
and Evaluation.
Brennan PF: 2010 Chronic cardiac disease Milwaukee, Wisconson: USA
User acceptance of an Internet training aid for
migraine self-management.
Sorbi MJ: 2010 Migraine The Netherlands
Lessons learned from a collaborative to improve
care for patients with diabetes in 17 community
health centers, Massachusetts, 2006.
Lemay CA: 2010 Diabetes Massachusetts: USA
Experiences of self-monitoring: successes and
struggles during treatment for weight loss
Burke LE: 2009 Weight loss USA
Barriers and facilitators to chronic pain self-
management: a qualitative study of primary care
patients with comorbid musculoskeletal pain and
depression.
Bair MJ: 2009 Comorbid musculoskeletal
pain and depression
Indianapolis: USA
Are some more equal than others? Social
comparison in self-management skills training
for long-term conditions.
Rogers A: 2009 Conditions receiving self-
management education
UK
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across sectors and buy in senior leadership or active
champions [14, 33, 47, 54, 78].
How adopters made sense of the solutions
Adopters appeared to frame the solutions in relation to
what the solutions meant to them in their daily goals
and routines. This happened at both individual and or-
ganisation levels, as we will discuss in detail in the fol-
lowing sections. Therefore, what are traditionally
conceived as facilitators such as hard and soft incentives
(cost and added value); support from family, friends, col-
leagues or managers; desire to be seen as compliant
(moral obligation); emotional motivation (psychological
value) and the solution’s fit with existing practice and
routines, could also be barriers, as discussed in the fol-
lowing sub-sections.
Cost and added value
In general, solutions are theorised to be more adoptable
if they have cost-benefits and other added value such as
socio-economic incentives, empowerment through gain-
ing knowledge and expertise, power-sharing through col-
laborative decision-making, time and resource benefits
and other forms of value [17, 19, 72]. Thus, our data
showed that the cost of the solutions was a barrier for
some adopters [43, 66, 79, 83], whilst in other circum-
stance buying equipment was less costly because it
helped them monitor and managed their condition to
prevent it from getting worse [31, 44, 57]. In a hyperten-
sion self-monitoring study for example, Hanley et al.
[44] found that ‘some were not concerned, did not
think of their hypertension often and left the manage-
ment to their doctor or nurse. For others, the diagnosis
had caused practical problems (eg, in taking out life
insurance)’; hence, they purchased equipment to
monitor and reduce risk, as these quotes from the
study show [all quotes taken from the cited publica-
tion unless otherwise stated]:
I’m conscious of it because what I’m looking to do
you do have to have a medical, and blood pressure is
one of the key things that they don’t want, if you have
high blood pressure you’re out. So I’m looking to get
it down (Patient 20, monitoring group, no previous
experience of home monitoring) [44].
I can’t remember if they…if I was advised to go and
buy a home monitoring machine but I decided to do
it anyway…I knew that my blood pressure would be
checked every time, regularly at the surgery but
certainly twice a year,… but until that I would like
more information than that. (Patient 4, control group,
previous experience of home monitoring with own
monitor) [44].
In terms of other types of added value, patient em-
powerment through increased knowledge, independence
and sharing decision-making has been depicted as a fa-
cilitator in the adoption of self-management interven-
tions [4]; however, this was not always the case in the
articles. A majority of the articles reported that patients
felt empowered through increased knowledge of their
conditions [36, 38, 65, 69]; however, some also reported
that patients felt bound to their condition because of in-
creased knowledge that reminded them of sickness, and
so they would prefer to know less and enjoy life freely
[35, 61, 65, 69, 79]. In this extract, for example, a partici-
pant explained why she did not always adhere to Self-
Monitoring of Blood Glucose (SMBG):
December, I seldom check and I was away from the
country also for a holiday. So, I let myself go during
that time actually, don’t want to carry the strip, I
mean the testing machine around to, you know to
depress myself [participant giggled]. (P01, 57-year-old
female clerk, diabetes for 17 years) [35].
Similar sentiments were evident in ‘shared-decision
making’ in that whilst some individuals preferred to take
active part in the decision-making on their conditions
[37, 77], others were not confident or would rather leave
decision-making to healthcare professionals, which de-
creased adoption [59, 79]. Hence, empowerment was a
facilitator for some [10, 37, 39, 72, 77], but not for others
[59, 72, 79]. In diabetes self-management for example,
Murphy and colleagues found that ‘being in control’ was
the overall outcome that could be expected when a per-
son was empowered to implement the Dose Adjustment
For Normal Eating (DAFNE) principles to self-manage
their diabetes; however, some participants found that
DAFNE took more time, and found the uncertainty un-
settling and the self-responsibility difficult, and quoted a
participant saying:
But I just have not got the determination nor the
lifestyle, nor do I suppose really, do I want to be tied
to it… [72].
Sugarhood and colleagues also found that some partic-
ipants thought telecare reduced rather than facilitated
independence:
Another risk mentioned frequently by participants
was loss of independence. Use of a telecare device
exposed the user to surveillance and control by social
services [33].
Organisations also placed constructive and negative
values on cost and the added value of self-management
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solutions. For example, patients’ ability to independently
manage their conditions was generally depicted as facili-
tator, which could free up time and resources for HCPs,
but when this facilitator did not align with organisational
goals such as staying within prescribing budgets, it be-
came a barrier. Snow and colleagues for example found
that sometimes tensions rose between patient and HCP
during the decision-sharing process if the patient made
a request that increased short-term costs:
Using DAFNE principles, students learn how to
achieve tighter, smoother blood glucose control by
performing blood tests at least four times a day, using
the results to make decisions about insulin dosage as
well as ensuring that dangerously high or low blood
sugars could be avoided. For some, this meant a
considerable increase in test strip requirements as
they took on the extra work to improve blood glucose
control. Although course tutors provided letters for
GPs explaining the necessity for these adjustments,
interviewees reported having to be ‘quite tough’ to
successfully negotiate with primary care teams who
were reluctant to absorb the rise in short-term costs.
Even when changes had apparently been agreed, they
were sometimes reversed by healthcare staff without
explanation or warning [37].
Hence, even if self-management facilitated organisa-
tional effectiveness in some ways, in other ways it ap-
peared to be a barrier. Some HCPs were therefore not
convinced of its relative advantage in terms of the costs
and added value [33, 71].
Supporting use
Support is another factor widely identified as a facilitator
in SM [58, 93]. In terms of organisations, HCPs expected
interactive support from those implementing the solu-
tions, such as training, manuals and workshops [42, 49,
54, 76, 78], but only attached constructive values, and
were willing to adopt the solutions, if these types of sup-
port did not distract them from their duties. For ex-
ample, in their study, which evaluated a self-care
initiative at a practice level, Bagnall and colleagues found
that one of the reasons why practices found it hard to
assimilate necessary culture change needed to success-
fully implement the solution was the mismatched ex-
pectation of support and training by practice staff and
noted that there were:
Problems in running the training packages as
envisaged due to the level of commitment required
from practice staff and mismatched expectations of
the course content: Facilitators expressed difficulties
gaining access to practices and arranging sessions.
They found they had to shorten the programme
and make it more appealing to practice staff. The
feedback from the practices was that they expected
to be told ‘how to’ implement self-care, whereas
what they received were discussions on the nature
of self-care. The package did in fact contain a
number of ‘how to’ tools but interviewees did not
mention these [54].
In terms of patients, the term ‘social support’ is an
umbrella term used to describe supportive relation-
ships built around the patient during adoption and
can include the support of family, friends, peers and
healthcare professionals [94]. Social support was
strongly expressed in many of the publications as a
facilitator to adoption [35, 58, 72–75, 77, 79, 81–83].
However, it also was reported that some patients felt
‘pressured’ from overly supportive family or friends,
or felt they were being constantly reminded of sick-
ness when with their peer group, and therefore expe-
rienced these types of support as a barrier [36, 62].
Some people, it was found, were motivated by social
support such as enabling them to live longer and be
near loved ones [36]; others however thought they
were burdening family and friends, and since these
patients did not want to become a burden, adoption
was sometimes challenged. For example, in their
investigation into motivational factors of self-
management, Jowsey et al found that participants
were motivated by support from family members but
they sometimes expressed this in negative-sounding
terms such as ‘family members keep hassling’ [36].
Similarly, a study on the mental health of patients
who had type 2 diabetes and stage 3 chronic kidney
disease also found that ‘some family members, such as
daughters and sons, were viewed as over-zealous in
their effort to support diabetes SM, participants
expressed a tension between pride of being cared
about and a concern of being overly watched over’
[62]. Furthermore, another study found that peer or
group support was not always helpful as it depended
on many factors such as social status, dynamics and
how people legitimised their illnesses; in this study, it
found that a young participant distanced herself from
her group during self-management skill training be-
cause she did not feel her peers were like-minded:
the respondent who was young, 38 years old, had to
give up working. Her main goal in life was to return
to work and she had hoped that EPP would help her
in this quest. In practice, she had difficulties, she felt
the others in the group were too different so she got
little from group affiliation or from attending the
course [81].
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Motivation
People attached different emotions to the solutions, and
this either motivated or demotivated them. In some arti-
cles, it was reported that people associated self-
management solutions with illness and stigma, old age,
rejection by healthcare systems and inevitable death or
boundedness (feeling bounded to the condition and its
solutions) [46, 65, 69]. This decreased adoption. How-
ever, some attached completely opposite meanings. In
the case of pendant alarms for older people for example,
one study, from Spain, reported that the presence of
technological agents made it possible for family mem-
bers to remain present even in their absence; and al-
though relatives were not at home, they were assured by
the knowledge that they would be notified if needed and
therefore the silent presence of the artefacts brings to
the home the possibility for the constant presence of
others [52]. In another publication on the implementa-
tion of similar technology in England, it was reported
that whilst telecare was viewed ‘as bringing an end to
loneliness and isolation, some potential users assigned
precisely the opposite meaning, linking the telecare device
to social isolation and rejection by the healthcare system’
[46]. Hence, telecare meant ‘the presence of family’ for
some and ‘isolation and rejection’ for others.
Moral obligation
Some articles found that appealing to adopters’ desires
to be good ‘citizens’ facilitated adoption and adherence
[31, 35, 36, 46]. For example, Jowsey and colleagues
found that the desire of patients to please clinicians and
be seen as ‘good’ was found to be a motivator in adher-
ence of self-management solutions [36]; Ong et al also
found in diabetes self-management that ‘participants
claimed that they would “behave” and practice SMBG
according to their physicians’ recommendations when
their appointment dates were approaching. This is be-
cause participants wanted to show their physicians the
“good” SMBG results so that their insulin dose could be
decreased or they could have a longer interval before
their next appointment’ [35]. Whilst in another study, it
was reported that patients felt that lack of support from
and tensions in communication with clinicians, such as
being chastised for abnormal readings, did not encour-
age them to be good in sustaining self-management [9].
Regarding HCPs, although offering extensive support
to patients was generally depicted as a barrier due to
lack of time and resources [11], Koopman and col-
leagues found that wanting to be a professional in
providing a ‘good’ service to patients facilitated in
adoption; therefore,
although the home monitoring data were
electronically transmitted to the nurses, the nurses
felt the need to continue a personal relationship with
the patient, often by phone…Nurses felt obligated to
touch base with patients, to give either instructions or
feedback or just to let the patient know that they had
reviewed the data [31].
Hence, people’s moral sense of ‘goodness’ can be a fa-
cilitator as well as a barrier in adoption.
Practices and cultures
In many of the articles, it was reported that aligning
solutions with adopter’s existing practices and rou-
tines was a facilitator. Some however found this was
not always facilitating because even solutions aligned
to realistic situations required effort to learn and in-
corporate new skills that were not expected by the
adopters. For example, it was contended that a key
barrier to glucose monitoring in diabetes self-
management was stress-causing procedures such as
finger pricking; some of the studies went on to rec-
ommend other forms of monitoring that could ad-
dress this barrier [35, 67, 74]. However, in a study
that evaluated Continuous Glucose Monitoring
(CGM), it was found that although patients’ were less
stressed, 50 % of the study population stopped using
CGM, and the second most cited reason for stopping
was that the solution ‘did not meet expectation’ cited
by 44 %. A conclusion from this study was that
Having patients identify if they are good CGM
candidates should be part of the initial orientation
process and occur before the decision to purchase a
CGM system is made. Setting realistic expectations of
what CGM can and cannot do will help increase
patient satisfaction with the technology and reduce
the incidence of non-use [79].
In terms of organisations, a major barrier discussed
in the articles involved the solutions not being de-
signed to align with practices such as their integration
into existing organisational cultures and software sys-
tems to make them more accessible to staff [31, 32,
44, 60, 68, 75]. However, even where the solution had
been tailored to imitate realistic practices, it was
often found to be unsatisfactory, chiefly due to the
time and effort required to learn the new solution. In
one example, clinicians did not use data generated
from blood glucose and blood pressure SM as they
were not synthesised to reduce time and effort for in-
terpretation [31]. Hence, factors such as learnability,
readiness to adopt and expectations from the solution
influence uptake in complex ways and cannot be sim-
ply classified as facilitators to adoption.
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Facilitators changing to barriers during adoption
Sometimes constructive values attached to facilitative
factors switched to the opposite during adoption. In the
studies we reviewed, this switch from facilitator to bar-
rier (or the other way round) appeared to be related to
significant events such as (from a patient perspective) a
death in the family, or watching family member develop
complications, or (from the professional and organisa-
tional perspective) changes in the perception of risk or
cost-benefit.
In one study for example, it was found that a patient
who had monitored her weight and blood pressure twice
a day via her telecare device experienced a ‘false reassur-
ance’ and was very ‘upset’ when she suffered a heart at-
tack [38]. Similarly, peoples’ past experiences with
diabetes affected their decision to adhere to SM solu-
tions. In one study, some participants became nihilistic
having seen complications develop in family members
leading to the view that diabetes was an ‘inevitably wors-
ening condition’ leading to non-adherence to SM [75];
in other cases, participants saw positive effects on family
members and therefore were keen to adhere [72, 74].
Hortensius et al. [67] found a similar friend and foe as-
sociation in how patients with type 2 diabetes decided to
adhere to self-monitoring of blood glucose, where pa-
tients were keen to continue using the intervention
when they saw evidence of benefits such as positive vis-
ual effects of low readings but were hostile to using the
solutions when evidence was not as expected. Other
studies on blood pressure and chronic obstructive pul-
monary disease (COPD) also found similar results in ad-
herence [31, 43].
Similar to patients, values also changed for HCPs
when something different was experienced or when their
perception changed. Hendy et al. [68] for example ob-
served that taking part in the intervention was initially
perceived by the organisations as an exciting opportunity
to obtain financial and management support (from De-
partment of Health and a team of specialist management
consultants) they needed to deploy telehealth on a large
scale; however, once the intervention got underway, ex-
citement was tempered by the level of work involved in
developing new services.
Discussion: implications for implementation
Overall, our analysis of the literature suggests that fac-
tors depicted as barriers and facilitators can have plural-
istic (sometimes opposing) meanings, and these are
influenced by the context within which stakeholders
place SM solutions and of which stakeholders are apart.
Taking into account that sensemaking is ‘an action ori-
ented cycle that people continually and fairly automatic-
ally go through in order to integrate experiences into
their understanding of the world around them’ [24],
values related to cost, social, moral, psychology and cul-
ture played critical roles in how stakeholders made sense
of the solutions; and this influenced their uptake and
adoption. Citing Klein, Moon and Hoofman’s view [21],
Kolko explains sensemaking as a process that is both
personal and shared, one that takes place over a long
period of time and one that is heavily dependent on a
perspective or point of view [22]. Therefore, the values
placed on the solutions are related to how adopters
‘framed’ [24] them or, in other words, their understand-
ing of what the solution ‘meant’ to them. For instance,
‘family support’ could be seen as a positive value, per-
haps with the meaning that ‘I can be near loved ones’ or
as a negative value, with a meaning of (unwanted) de-
pendency. Since sensemaking is a continuous process,
these values are not static but dynamic, and meanings
can change when a difference experience occurs or when
a different notion is conceived (Fig. 2).
Reframing, or changing meanings, present a challenge
for managers, who are charged with implementing, dif-
fusing and sustaining solutions, sometimes, at scale.
Managers implementing solutions are guided by a proto-
col of generalisable factors which may include a list of
barriers and facilitators; however, as we have shown,
these are contingent and changeable and can increase or
decrease adoption. As a result, it was noted in some of
the articles that managers formed the view that some
adopters were more hostile to new solutions than others.
For example, May and colleagues found that ‘implemen-
ters’ viewed HCPs as hostile to new solutions [14].
Hence, managers looked for ways to identify adopters
that would be more accepting of the solutions. In the
wider literature, some have offered answers to this chal-
lenge such as Roger’s diffusion of innovations model,
which suggests ‘promoting’ the solution to early
adopters, who will then promote it to others [95], or
Greenhalgh’s concept of ‘Bricolage and Bricoleurs’, which
recommends giving tools of the solution to adopters and
allowing them to decide how best to use them [46].
Others have attempted to address this challenge by
categorising the approaches people take to adopt self-
management interventions [77, 82]. Lindenmeyer, for ex-
ample, categorised patients’ adoption of diabetes man-
agement intervention as ‘information seekers’ and
‘programme browsers’ and suggested that ‘programme
engagers’ were most likely to adopt and sustain the
intervention [77]. Burke et al also used categories such
as ‘well-disciplined’, ‘missing the connection’ and ‘dimin-
ished support’ to describe people’s sustainable adherence
to weight loss interventions [82]. Furthermore, Murphy
et al showed that overall people desired to be in control
of their type 1 diabetes and would like to sustain self-
management; however, adoption depended on five inter-
related factors (knowledge, empowerment, support,
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relationship shift and motivation), and they showed that
the extent to which one factor mattered was dependent
on other factors being in place [72].
What we have shown is that the dichotomy between a
barrier and facilitator is not distinct when implementing
or adopting SM solutions. We have also shown that
dualistic aspects to barriers and facilitators exist in some
cases. For example, family support being both a motiv-
ator and a deterrent in the same context. Whilst this
was not evident in the studies, it is likely that there are
cases where a facilitator or a barrier changes to become
neutral, rather than to become the opposite, and pos-
sibly, this less dramatic change is less likely to be re-
ported in previous work. Also, whilst contexts which are
directly linked to the condition were influential, it is
possible that other contexts that are not linked to the
condition were also influencing how adopters reframed
the solutions. Overall, our findings show that adopting a
SM solution or innovation is a dynamic process; there-
fore, approaches other than barriers and facilitators
should be considered. In particular, it might be useful to
iteratively re-evaluate each potential facilitator and bar-
rier in relation to the adopter’s framing of the solution
and contextual factors influencing the process, and
whether this has changed since the last evaluation. This
would be done throughout the implementation process
to help adopters retain constructive evaluations of the
solution.
Limitations of the study
We followed PRISMA guidelines where applicable, in-
cluding using a systematic and comprehensive search
strategy. Nevertheless, despite searching electronic bib-
liographic databases and using forward searching and
snowballing techniques, it is always possible that some
papers may have been missed. The selection of studies
and coding of data were undertaken by one researcher;
we did not undertake double-coding although a second
researcher did check the coding process and emergent
themes. For an interpretative synthesis, we did not feel it
was necessary to have two researchers selecting and cod-
ing every study. The whole team contributed to the in-
terpretation of the coded data, but we acknowledge that
a team approach to interpretation will still be influenced
by the individual backgrounds of the team members.
Another limitation is that we are analysing the data and
interpretations provided by other authors in their pub-
lished studies, and we did not have access to their pri-
mary datasets. It is possible that there may be other data
that they did not describe in their published studies that
may challenge our conclusions. As a qualitative litera-
ture review, our findings are descriptive and we hope to
bring new insights to a challenging issue; it will be for
future studies, and implementation projects, to test these
insights in primary research.
Conclusions and recommendations
This study critically challenges the notion of guiding im-
plementation with preconceived barriers and facilitators,
because every perceived barrier or facilitator has a possi-
bility of having an opposing effect. We therefore suggest
that it would be more helpful for those involved in im-
plementation to consider factors that could help
adopters attach constructive meanings when they frame
Fig. 2 A graphical synthesis of the interchangeable nature of barriers and facilitators identified in this study
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and reframe the solutions in relation to their daily rou-
tines and goals. In practical terms, it is important to
consider how to promote and sustain constructive
meanings in relation to (a) cost: how much resource will
the intervention cost the patient or professional; (b)
moral: to what extent will people adhere because they
want to be ‘good’ patients and professionals; (c) social:
the expectations of patients and professionals regarding
the interactive support they will receive; (d) motiv-
ational: motivations to engage with the intervention and
(e) cultural: how patients and professionals learn and in-
tegrate new skills into their daily routines, practices and
cultures.
Future studies can explore the contingent nature of
barriers and facilitators and the importance of meaning.
These should take the perspectives of multiple stake-
holders (including patients, professionals and managers),
with further exploration on what roles socio-cultural
processes play in determining the values people place on
SM solutions.
Competing interests
The authors declare they have no competing interests.
Authors’ contributions
All authors conceptualised the study and participated in study design. Nia
Roberts (NR) and JH conducted the literature search. JH and JP reviewed and
determined the range and eligibility of studies. JH extracted and synthesised
the data. JP reviewed the coding and analytical processes. JH drafted the
manuscript. JP, SD and RJM provided critical feedback on the manuscript. All
authors read and approved the final manuscript.
Authors’ information
Dr Jasmine Harvey is a research fellow in the Oxford CLAHRC self-
management team at Nuffield Department of Primary Care Health Sciences,
University of Oxford. Jasmine is a social scientist and specialises in the social
shaping of technology (and innovations) in e-health and m-health.
Professor John Powell is an associate professor at Nuffield Department of
Primary Care Health Sciences, University of Oxford, and consultant clinical
adviser for NICE. John is an expert in e-health and is a co-investigator of the
Oxford CLAHRC self-management theme.
Professor Sue Dopson is the Rhodes Trust professor of Organisational
Behaviour at the Saïd Business School, and fellow of Green Templeton
College at University of Oxford. Sue is an expert in change management and
is a co-investigator of the Oxford CLAHRC self-management theme.
Professor Richard J McManus is NIHR professor of Primary Care Research and
fellow of Green Templeton College at Nuffield Department of Primary Care
Health Sciences, University of Oxford. He is also an active general practitioner
and the principal investigator of the Oxford CLAHRC self-management
project.
Acknowledgements
We thank Nia Roberts, the healthcare librarian at the Bodleian Library,
University of Oxford, who conducted an independent search of the literature
to facilitate our systematic approach. The research was funded by the
National Institute for Health Research (NIHR) Collaboration for Leadership in
Applied Health Research and Care Oxford at Oxford Health NHS Foundation
Trust. The views expressed are those of the author(s) and not necessarily
those of the NHS, the NIHR or the Department of Health.
Author details
1Nuffield Department of Primary Care Health Sciences, University of Oxford,
Radcliffe Observatory Quarter, Woodstock road, Oxford OX2 6GG, UK. 2Saïd
Business School, University of Oxford, Park End Street, Oxford OX1 1HP, UK.
Received: 19 June 2015 Accepted: 10 November 2015
References
1. Elkjaer M, Shuhaibar M, Burisch J, Bailey Y, Scherfig H, Laugesen B, et al. E-
health empowers patients with ulcerative colitis: a randomised controlled
trial of the web-guided ‘Constant-care’ approach. Gut. 2010;59(12):1652–61.
doi:10.1136/gut.2010.220160.
2. Elkjaer M. E-health: web-guided therapy and disease self-management in
ulcerative colitis. Impact on disease outcome, quality of life and compliance.
Dan Med J. 2012;59(7):B4478.
3. Chuang C, Levine SH, Rich J. Enhancing cost-effective care with a patient-
centric chronic obstructive pulmonary disease program. Popul Health
Manag. 2011;14(3):133–6. doi:10.1089/pop.2010.0015.
4. NHS Choices. The expert patients programme (EPP)—the NHS in
England—NHS choices. Department of Health. 2013. http://www.nhs.uk/
NHSEngland/AboutNHSservices/doctors/Pages/expert-patients-programme.
aspx. Accessed 24/05/2015.
5. Hirani SP, Beynon M, Cartwright M, Rixon L, Doll H, Henderson C et al. The
effect of telecare on the quality of life and psychological well-being of
elderly recipients of social care over a 12-month period: the whole systems
demonstrator cluster randomised trial. Age Ageing. 2013. doi:10.1093/
ageing/aft185
6. 3millionlives. About telehealth and telecare | 3ML. 2014. http://3millionlives.
co.uk/about-telehealth-and-telecare. Accessed 11/11/2015.
7. Kennedy A, Bower P, Reeves D, Blakeman T, Bowen R, Chew-Graham C,
et al. Implementation of self management support for long term conditions
in routine primary care settings: cluster randomised controlled trial. BMJ
(Online). 2013;346(7913):f2882.
8. Norris M, Kilbride C. From dictatorship to a reluctant democracy: stroke
therapists talking about self-management. Disabil Rehabil. 2014;36(1):32–8.
doi:10.3109/09638288.2013.776645.
9. Shen H, Edwards H, Courtney M, McDowell J, Wei J. Barriers and facilitators
to diabetes self-management: perspectives of older community dwellers
and health professionals in China. Int J Nurs Pract. 2013;19(6):627–35.
doi:10.1111/ijn.12114.
10. Riley JP, Gabe JP, Cowie MR. Does telemonitoring in heart failure empower
patients for self-care? A qualitative study. J Clin Nurs. 2013;22(17-18):2444–55.
doi:10.1111/j.1365-2702.2012.04294.x.
11. Or CK, Karsh BT, Severtson DJ, Burke LJ, Brown RL, Brennan PF. Factors
affecting home care patients’ acceptance of a web-based interactive self-
management technology. J Am Med Inform Assoc. 2011;18(1):51–9. doi:10.
1136/jamia.2010.007336.
12. Postema TR, Peeters JM, Friele RD. Key factors influencing the
implementation success of a home telecare application. Int J Med Inform.
2012;81(6):415–23. doi:10.1016/j.ijmedinf.2011.12.003.
13. Peeters JM, de Veer AJ, van der Hoek L, Francke AL. Factors influencing the
adoption of home telecare by elderly or chronically ill people: a national
survey. J Clin Nurs. 2012;21(21-22):3183–93. doi:10.1111/j.1365-2702.2012.
04173.x.
14. May CR, Finch TL, Cornford J, Exley C, Gately C, Kirk S, et al. Integrating
telecare for chronic disease management in the community: what needs to
be done? BMC Health Serv Res. 2011;11:131. doi:10.1186/1472-6963-11-131.
15. Murray E, Burns J, May C, Finch T, O'Donnell C, Wallace P, et al. Why is it
difficult to implement e-health initiatives? A qualitative study. Implement
Sci. 2011;6(1):6.
16. Shaw RJ, Kaufman MA, Bosworth HB, Weiner BJ, Zullig LL, Lee SY, et al.
Organizational factors associated with readiness to implement and translate
a primary care based telemedicine behavioral program to improve blood
pressure control: the HTN-IMPROVE study. Implement Sci. 2013;8:106.
17. Ferlie E, Crilly T, Jashapara A, Peckham A, Ferlie E, Crilly T, et al. Knowledge
mobilisation in healthcare: a critical review of health sector and generic
management literature. Soc Sci Med. 2012;74(8):1297–304. doi:10.1016/j.
socscimed.2011.11.042.
18. Greenhalgh T, Robert G, Macfarlane F, Bate P, Kyriakidou O. Diffusion of
innovations in service organizations: systematic review and
recommendations. Milbank Q. 2004;82(4):581–629. doi:10.1111/j.0887-378X.
2004.00325.x.
19. Williams TL, May CR, Esmail A. Limitations of patient satisfaction studies in
telehealthcare: a systematic review of the literature. Telemed J E Health.
2001;7(4):293–316. doi:10.1089/15305620152814700.
Harvey et al. Implementation Science  (2015) 10:159 Page 13 of 15
20. Greenhalgh T, Keen J. “Personalising” NHS information technology in
England. 2014
21. Klein G, Moon BM, Hoffman RR. Making sense of sensemaking 1: alternative
perspectives. IEEE Intell Syst. 2006;21(4):70–3.
22. Kolko J. Sensemaking and framing: A theoretical reflection on perspective in
design synthesis. In: Design Research Society. 2010. http://www.
designresearchsociety.org/docs-procs/DRS2010/PDF/067.pdf. Accessed
24/05/2015.
23. Weick KE, Sutcliffe KM, Obstfeld D. Organizing and the process of
sensemaking. Organ Sci. 2005;16(4):409–21.
24. Kolko J. Sensemaking and framing: a theoretical reflection on perspective in
design synthesis. In: Design Research Society 2010. http://www.jonkolko.
com/writingSensemaking.php. Accessed 24/05/2015.
25. Weber K, Glynn MA. Making sense with institutions: context, thought and
action in Karl Weick’s theory. Organ Stud. 2006;27(11):1639–60. doi:10.1177/
0170840606068343.
26. Noblit GW, Hare RD. Meta-ethnography: synthesizing qualitative studies.
London: Sage; 1988.
27. Hannes K, Lockwood C. Synthesizing qualitative research: choosing the right
approach. Chichester: Wiley; 2011.
28. Gale N, Heath G, Cameron E, Rashid S, Redwood S. Using the framework
method for the analysis of qualitative data in multi-disciplinary health
research. BMC Med Res Methodol. 2013;13(1):117.
29. Dixon-Woods M. Using framework-based synthesis for conducting reviews
of qualitative studies. BMC Med. 2011;9(1):39.
30. Cresswell K, Sheikh A. Organizational issues in the implementation and
adoption of health information technology innovations: an interpretative
review. Int J Med Inf. 2013;82(5):e73–86. doi:10.1016/j.ijmedinf.2012.10.007.
31. Koopman RJ, Wakefield BJ, Johanning JL, Keplinger LE, Kruse RL, Bomar M,
et al. Implementing home blood glucose and blood pressure
telemonitoring in primary care practices for patients with diabetes: lessons
learned. Telemed J E Health. 2014;20(3):253–60. doi:10.1089/tmj.2013.0188.
32. Voncken-Brewster V, Tange H, Moser A, Nagykaldi Z, de Vries H, van der
Weijden T. Integrating a tailored e-health self-management application for
chronic obstructive pulmonary disease patients into primary care: a pilot
study. BMC Fam Pract. 2014;15:4. doi:10.1186/1471-2296-15-4.
33. Sugarhood P, Wherton J, Procter R, Hinder S, Greenhalgh T. Technology as
system innovation: a key informant interview study of the application of the
diffusion of innovation model to telecare. Disabil Rehabil Assist Technol.
2014;9(1):79–87. doi:10.3109/17483107.2013.823573.
34. Rogers A, Brooks H, Vassilev I, Kennedy A, Blickem C, Reeves D. Why less
may be more: a mixed methods study of the work and relatedness of ‘weak
ties’ in supporting long-term condition self-management. Implement Sci.
2014;9:19.
35. Ong WM, Chua SS, Ng CJ. Barriers and facilitators to self-monitoring of
blood glucose in people with type 2 diabetes using insulin: a qualitative
study. Patient Prefer Adherence. 2014;8:237–46. doi:10.2147/ppa.s57567.
36. Jowsey T, Pearce-Brown C, Douglas KA, Yen L. What motivates Australian
health service users with chronic illness to engage in self-management
behaviour? Health Expect. 2014;17(2):267–77. doi:10.1111/j.1369-7625.2011.
00744.x.
37. Snow R, Humphrey C, Sandall J. What happens when patients know more
than their doctors? Experiences of health interactions after diabetes patient
education: a qualitative patient-led study. BMJ Open. 2013;3(11):e003583.
38. Mort M, Roberts C, Pols J, Domenech M, Moser I, The Ei. Ethical implications
of home telecare for older people: a framework derived from a multisited
participative study. Health Expect. 2013. doi:10.1111/hex.12109
39. Minatodani DE, Chao PJ, Berman SJ. Home telehealth: facilitators, barriers,
and impact of nurse support among high-risk dialysis patients. Telemed J E
Health. 2013;19(8):573–8. doi:10.1089/tmj.2012.0201.
40. MacKichan F, Paterson C, Britten N. GP support for self-care: the views of
people experiencing long-term back pain. Fam Pract. 2013;30(2):212–8. doi:
10.1093/fampra/cms062.
41. King AC, Hekler EB, Grieco LA, Winter SJ, Sheats JL, Buman MP, et al.
Harnessing different motivational frames via mobile phones to promote
daily physical activity and reduce sedentary behavior in aging adults. PLoS
One. 2013;8(4):e62613. doi:10.1371/journal.pone.0062613.
42. Jones F, Livingstone E, Hawkes L. ‘Getting the balance between
encouragement and taking over’: reflections on using a new stroke self-
management programme. Physiother Res Int. 2013;18(2):91–9. doi:10.1002/
pri.1531.
43. Huniche L, Dinesen B, Nielsen C, Grann O, Toft E. Patients’ use of self-
monitored readings for managing everyday life with COPD: a qualitative
study. Telemed E-Health. 2013;19(5):396–402. doi:10.1089/tmj.2012.0135.
44. Hanley J, Ure J, Pagliari C, Sheikh A, McKinstry B. Experiences of patients and
professionals participating in the HITS home blood pressure telemonitoring
trial: a qualitative study. BMJ Open. 2013;3(5). doi:10.1136/bmjopen-2013-
002671.
45. Guilcher SJT, Bereket T, Voth J, Haroun VA, Jaglal SB. Spanning boundaries
into remote communities: an exploration of experiences with telehealth
chronic disease self-management programs in rural Northern Ontario,
Canada. Telemed E-Health. 2013;19(12):904–9. doi:10.1089/tmj.2013.0057.
46. Greenhalgh T, Wherton J, Sugarhood P, Hinder S, Procter R, Stones R. What
matters to older people with assisted living needs? A phenomenological
analysis of the use and non-use of telehealth and telecare. Soc Sci Med.
2013;93:86–94. doi:10.1016/j.socscimed.2013.05.036.
47. Goldbart J, Yohannes AM, Woolrych R, Caton S. ‘It is not going to change his
life but it has picked him up’: a qualitative study of perspectives on long term
oxygen therapy for people with chronic obstructive pulmonary disease. Health
Qual Life Outcomes. 2013;11(1):124. doi:10.1186/1477-7525-11-124.
48. Fullwood C, Kennedy A, Rogers A, Eden M, Gardner C, Protheroe J, et al.
Patients’ experiences of shared decision making in primary care practices in
the United kingdom. Med Decis Making. 2013;33(1):26–36.
49. Friedman K, Noyes J, Parkin CG. 2-Year follow-up to STeP trial shows
sustainability of structured self-monitoring of blood glucose utilization:
results from the STeP practice logistics and usability survey (STeP PLUS).
Diabetes Technol Ther. 2013;15(4):344–7. doi:10.1089/dia.2012.0304.
50. Fairbrother P, Pinnock H, Hanley J, McCloughan L, Sheikh A, Pagliari C, et al.
Exploring telemonitoring and self-management by patients with chronic
obstructive pulmonary disease: a qualitative study embedded in a
randomized controlled trial. Patient Educ Couns. 2013;93(3):403–10. doi:10.
1016/j.pec.2013.04.003.
51. Elissen A, Nolte E, Knai C, Brunn M, Chevreul K, Conklin A, et al. Is Europe
putting theory into practice? A qualitative study of the level of self-
management support in chronic care management approaches. BMC
Health Serv Res. 2013;13:117. doi:10.1186/1472-6963-13-117.
52. Correa G, Domenech M. Care networking: a study of technical mediations in
a home telecare service. Int J Environ Res Public Health. 2013;10(7):3072–88.
doi:10.3390/ijerph10073072.
53. Burkow TM, Vognild LK, Ostengen G, Johnsen E, Risberg MJ, Bratvold A, et
al. Internet-enabled pulmonary rehabilitation and diabetes education in
group settings at home: a preliminary study of patient acceptability. BMC
Med Inform Decis Mak. 2013;13:33. doi:10.1186/1472-6947-13-33.
54. Bagnall AM, South J, Forshaw MJ, Spoor C, Marchant P, Witty K, et al. Self-
care in primary care: findings from a longitudinal comparison study. Prim
Health Care Res Dev. 2013;14(1):29–39. doi:10.1017/s1463423612000199.
55. Walters JA, Cameron-Tucker H, Courtney-Pratt H, Nelson M, Robinson A,
Scott J, et al. Supporting health behaviour change in chronic obstructive
pulmonary disease with telephone health-mentoring: insights from a
qualitative study. BMC Fam Pract. 2012;13:55. doi:10.1186/1471-2296-13-55.
56. Vuong AM, Huber Jr JC, Bolin JN, Ory MG, Moudouni DM, Helduser J, et al.
Factors affecting acceptability and usability of technological approaches to
diabetes self-management: a case study. Diabetes Technol Ther. 2012;14(12):
1178–82. doi:10.1089/dia.2012.0139.
57. Taylor DM, Stone SD, Huijbregts MP. Remote participants’ experiences with
a group-based stroke self-management program using videoconference
technology. Rural Remote Health. 2012;12:1947.
58. Shaw SJ, Armin J, Torres CH, Orzech KM, Vivian J. Chronic disease self-
management and health literacy in four ethnic groups. J Health Commun.
2012;17 Suppl 3:67–81. doi:10.1080/10810730.2012.712623.
59. Schulman-Green D, Bradley EH, Nicholson Jr NR, George E, Indeck A,
McCorkle R. One step at a time: self-management and transitions among
women with ovarian cancer. Oncol Nurs Forum. 2012;39(4):354–60. doi:10.
1188/12.onf.354-360.
60. Schiotz M, Frolich A, Krasnik A, Taylor W, Hsu J. Social organization of self-
management support of persons with diabetes: a health systems
comparison. Scand J Prim Health Care. 2012;30(3):189–94. doi:10.3109/
02813432.2012.704810.
61. Sanders C, Rogers A, Bowen R, Bower P, Hirani S, Cartwright M, et al.
Exploring barriers to participation and adoption of telehealth and telecare
within the whole system demonstrator trial: a qualitative study. BMC Health
Serv Res. 2012;12:220. doi:10.1186/1472-6963-12-220.
Harvey et al. Implementation Science  (2015) 10:159 Page 14 of 15
62. Sakraida TJ, Robinson MV. Mental health and relational self-management
experiences of patients with type 2 diabetes and stage 3 chronic kidney
disease. Issues Ment Health Nurs. 2012;33(11):786–96. doi:10.3109/01612840.
2012.713446.
63. Mathew R, Gucciardi E, De Melo M, Barata P. Self-management experiences
among men and women with type 2 diabetes mellitus: a qualitative
analysis. BMC Fam Pract. 2012;13:122. doi:10.1186/1471-2296-13-122.
64. Kirk S, Beatty S, Callery P, Milnes L, Pryjmachuk S. Perceptions of effective
self-care support for children and young people with long-term conditions.
J Clin Nurs. 2012;21(13-14):1974–87. doi:10.1111/j.1365-2702.2011.04027.x.
65. Jones MI, Greenfield SM, Bray EP, Baral-Grant S, Hobbs FD, Holder R, et al.
Patients’ experiences of self-monitoring blood pressure and self-titration of
medication: the TASMINH2 trial qualitative study. Br J Gen Pract. 2012;
62(595):e135–42. doi:10.3399/bjgp12X625201.
66. Jethwani K, Ling E, Mohammed M, Myint UK, Pelletier A, Kvedar JC. Diabetes
connect: an evaluation of patient adoption and engagement in a web-
based remote glucose monitoring program. J Diabetes Sci Technol.
2012;6(6):1328–36.
67. Hortensius J, Kars MC, Wierenga WS, Kleefstra N, Bilo HJG, van der Bijl JJ.
Perspectives of patients with type 1 or insulintreated type 2 diabetes on
self-monitoring of blood glucose: a qualitative study. BMC Public Health.
2012;12. doi:10.1186/1471-2458-12-167
68. Hendy J, Chrysanthaki T, Barlow J, Knapp M, Rogers A, Sanders C, et al. An
organisational analysis of the implementation of telecare and telehealth: the
whole systems demonstrator. BMC Health Serv Res. 2012;12:403. doi:10.
1186/1472-6963-12-403.
69. Fex A, Flensner G, Ek AC, Soderhamn O. Self-care agency and perceived
health among people using advanced medical technology at home. J Adv
Nurs. 2012;68(4):806–15. doi:10.1111/j.1365-2648.2011.05781.x.
70. Carolan M, Gill GK, Steele C. Women’s experiences of factors that facilitate
or inhibit gestational diabetes self-management. BMC Pregnancy Childbirth.
2012;12:99. doi:10.1186/1471-2393-12-99.
71. Sunaert P, Vandekerckhove M, Bastiaens H, Feyen L, Vanden Bussche P, De
Maeseneer J et al. Why do GPs hesitate to refer diabetes patients to a self-
management education program: a qualitative study. Bmc Family Practice.
2011;12. doi:10.1186/1471-2296-12-94
72. Murphy K, Casey D, Dinneen S, Lawton J, Brown F. Participants’ perceptions
of the factors that influence diabetes self-management following a
structured education (DAFNE) programme. J Clin Nurs. 2011;20(9-10):1282–92.
doi:10.1111/j.1365-2702.2010.03564.x.
73. Greenhalgh T, Collard A, Campbell-Richards D, Vijayaraghavan S, Malik F,
Morris J, et al. Storylines of self-management: narratives of people with
diabetes from a multiethnic inner city population. J Health Serv Res Policy.
2011;16(1):37–43. doi:10.1258/jhsrp.2010.009160.
74. Chudyk A, Shapiro S, Russell-Minda E, Petrella R. Self-monitoring
technologies for type 2 diabetes and the prevention of cardiovascular
complications: perspectives from end users. J Diabetes Sci Technol. 2011;
5(2):394–401.
75. Austin SA, Claiborne N. Faith wellness collaboration: a community-based
approach to address type II diabetes disparities in an African-American
community. Soc Work Health Care. 2011;50(5):360–75. doi:10.1080/00981389.
2011.567128.
76. Sorbi MJ, van der Vaart R. User acceptance of an Internet training aid for
migraine self-management. J Telemed Telecare. 2010;16(1):20–4. doi:10.
1258/jtt.2009.001007.
77. Lindenmeyer A, Whitlock S, Sturt J, Griffiths F. Patient engagement with a
diabetes self-management intervention. Chronic Illn. 2010;6(4):306–16. doi:
10.1177/1742395310382798.
78. Lemay CA, Beagan BM, Ferguson WJ, Hargraves JL. Lessons learned from a
collaborative to improve care for patients with diabetes in 17 community
health centers, Massachusetts, 2006. Prev Chronic Dis. 2010;7(4):A83.
79. Halford J, Harris C. Determining clinical and psychological benefits and
barriers with continuous glucose monitoring therapy. Diabetes Technol
Ther. 2010;12(3):201–5. doi:10.1089/dia.2009.0121.
80. Brennan PF, Casper GR, Burke LJ, Johnson KA, Brown R, Valdez RS, et al.
Technology-enhanced practice for patients with chronic cardiac disease:
home implementation and evaluation. Heart Lung. 2010;39(6 Suppl):S34–46.
doi:10.1016/j.hrtlng.2010.09.003.
81. Rogers A, Gately C, Kennedy A, Sanders C. Are some more equal than
others? Social comparison in self-management skills training for long-term
conditions. Chronic Illn. 2009;5(4):305–17. doi:10.1177/1742395309350384.
82. Burke LE, Swigart V, Warziski Turk M, Derro N, Ewing LJ. Experiences of self-
monitoring: successes and struggles during treatment for weight loss. Qual
Health Res. 2009;19(6):815–28. doi:10.1177/1049732309335395.
83. Bair MJ, Matthias MS, Nyland KA, Huffman MA, Stubbs DL, Kroenke K, et al.
Barriers and facilitators to chronic pain self-management: a qualitative study
of primary care patients with comorbid musculoskeletal pain and
depression. Pain Med. 2009;10(7):1280–90. doi:10.1111/j.1526-4637.2009.
00707.x.
84. Steed L, Cooke D, Hurel SJ, Newman SP. Development and piloting of an
acceptability questionnaire for continuous glucose monitoring devices.
Diabetes Technol Ther. 2008;10(2):95–101. doi:10.1089/dia.2007.0255.
85. Thomas DR. A general inductive approach for analyzing qualitative
evaluation data. Am J Eval. 2006;27(2):237–46.
86. Ramage S, Farmer A, Apps Eccles K, McCargar L. Healthy strategies for
successful weight loss and weight maintenance: a systematic review. Appl
Physiol Nutr Metab. 2014;39(1):1–20. doi:10.1139/apnm-2013-0026.
87. El-Gayar O, Timsina P, Nawar N, Eid W. A systematic review of IT for
diabetes self-management: are we there yet? Int J Med Inform.
2013;82(8):637–52. doi:10.1016/j.ijmedinf.2013.05.006.
88. Boger EJ, Demain S, Latter S. Self-management: a systematic review of
outcome measures adopted in self-management interventions for stroke.
Disabil Rehabil. 2013;35(17):1415–28. doi:10.3109/09638288.2012.737080.
89. Rintala TM, Jaatinen P, Paavilainen E, Astedt-Kurki P. Interrelation between
adult persons with diabetes and their family: a systematic review of the
literature. J Fam Nurs. 2013;19(1):3–28.
90. Simmons LA, Wolever RQ, Bechard EM, Snyderman R. Patient engagement
as a risk factor in personalized health care: a systematic review of the
literature on chronic disease. Genome Med. 2014;6(2):16.
91. Barlow J, Singh D, Bayer S, Curry R. A systematic review of the benefits of
home telecare for frail elderly people and those with long-term conditions.
J Telemed Telecare. 2007;13(4):172–9. doi:10.1258/135763307780908058.
92. Jennett PA, Affleck Hall L, Hailey D, Ohinmaa A, Anderson C, Thomas R, et
al. The socio-economic impact of telehealth: a systematic review.
J Telemed Telecare. 2003;9(6):311–20. doi:10.1258/135763303771005207.
93. Macdonald W, Rogers A, Blakeman T, Bower P. Practice nurses and the
facilitation of self-management in primary care. J Adv Nurs. 2008;62(2):191–9.
doi:10.1111/j.1365-2648.2007.04585.x.
94. Rotheram-Borus MJ, Ingram BL, Swendeman D, Lee A. Adoption of self-
management interventions for prevention and care. Prim Care.
2012;39(4):649–60. doi:10.1016/j.pop.2012.08.006.
95. Rogers EM. Diffusion of innovations, 5th Edition. New York: Free Press; 2003.
Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
Harvey et al. Implementation Science  (2015) 10:159 Page 15 of 15
